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Objectives. Housing typically is not provided to homeless persons during drug
abuse treatment. We examined how treatment outcomes were affected under 3
different housing provision conditions.

Methods. We studied 196 cocaine-dependent participants who received day
treatment and no housing (NH), housing contingent on drug abstinence (ACH),
or housing not contingent on abstinence (NACH). Drug use was monitored with
urine testing.

Results. The ACH group had a higher prevalence of drug abstinence than the
NACH group (after control for treatment attendance), which in turn had a higher
prevalence than the NH group. All 3 groups showed significant improvement in
maintaining employment and housing.

Conclusions. The results of this and previous trials indicate that providing ab-
stinence-contingent housing to homeless substance abusers in treatment is an
efficacious, effective, and practical intervention. Programs to provide such hous-
ing should be considered in policy initiatives. (Am J Public Health. 2005;95:
1259–1265. doi:10.2105/AJPH.2004.039743)
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in the field believe non–abstinence-contingent
housing to be an easier, cheaper, and more
effective way to provide treatment for home-
less drug abusers, but until now no studies
have examined whether this approach is ef-
fective and cost-efficient.

In the trial, we examined how providing
housing with and without an abstinence con-
tingency affected drug use, homelessness,
and employment among cocaine-dependent
homeless persons. We considered 2 hypothe-
ses: (1) that the housed groups would have
better treatment retention and outcomes
than those without housing, and (2) that
those who received housing contingent on
abstinence would have better outcomes than
those who receive housing not contingent on
abstinence.

METHODS

Participants
Participants were homeless persons from

the Birmingham, Alabama, area with coexist-
ing cocaine dependence and nonpsychotic
mental disorders who were clients at Birming-
ham Health Care between September 1994
and November 2001. All met McKinney

Act23 criteria for homelessness (they lacked a
fixed nighttime residence, including shelters
or other temporary accommodations, or were
at imminent risk of becoming homeless), met
criteria for cocaine dependence as outlined in
the Diagnostic and Statistical Manual of Mental
Disorders, Revised Third Edition,24 had used
cocaine within the past 2 weeks, and scored
above 70 (2 standard deviations [SDs] above
the mean) on 1 or more Symptom Check-
list–90—Revised scales at intake.25,26 Poten-
tial participants were excluded if cognitive im-
pairment precluded informed consent or if
they required immediate inpatient medical
treatment.

The final study set consisted of 196 partici-
pants randomly divided into 3 groups: those
receiving abstinence-contingent housing (ACH;
n=63), those receiving non–abstinence-
contingent housing (NACH; n=67), and
those receiving no housing (NH; n=66). All
groups received the same treatment during
12 months. Participant demographics are
summarized in Table 1.

Intervention
The intervention was divided into phase 1

(months 1 through 2; day treatment), phase 2

Homelessness affects 3.5% to 6.0% of Amer-
icans at some point in their lives, and as
many as 11.4% of urban women of childbear-
ing age are homeless.1–4 The point prevalence
of homelessness has been estimated at 1% of
the general US population and 6.3% of peo-
ple in poverty.5,6 Lack of child care and a his-
tory of physical and/or sexual abuse greatly
increase risk for homelessness.7 Homeless-
ness, in turn, increases risk for diseases in-
cluding HIV, other sexually transmitted dis-
eases, tuberculosis, asthma, and bronchitis.8

These diseases contribute to morbidity and
premature death.9–11

Providing effective drug abuse intervention
for homeless substance abusers is a daunting
challenge because of this population’s high
morbidity, poverty, and social instability.12–19

In particular, homelessness necessitates a con-
tinuous search for food and shelter, which se-
riously interferes with treatment participation.
For example, O’Brien et al.20 found that day
treatment reduced drug abuse among non-
homeless participants but that no homeless
participants were retained in treatment.

Previous trials have shown that provision
of housing for homeless substance abusers
while they are undergoing behavioral day
treatment improved addiction outcomes and
resulted in less homelessness.21,22 In those
studies, housing was available only when par-
ticipants were drug-free; that is, housing was
“abstinence-contingent.”

Such a contingency differs greatly from the
typical “housing first” approach to fighting
homelessness, in which housing is provided
with no abstinence requirements, on the
premise that housing provision alone will lead
to improvement. In theory, non–abstinence-
contingent housing for homeless substance
abusers in treatment could be less expensive
and logistically simpler, because treatment
staff would not be required to monitor drug
use and implement ejection from housing be-
cause of a failed urine test. Some authorities
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TABLE 1—Demographic Characteristics and Treatment Group Comparisons

Treatment Group

NH (n = 66) NACH (n = 66) ACH (n = 63) P a

Gender, n (%) .98

Male 50 (76) 50 (76) 47 (75) . . .

Female 16 (24) 16 (24) 16 (25) . . .

Age, yb (SD) 38.2 (7.4) 40.9 (7.2) 38.4 (6.7) .055

Race/ethnicity, n (%) .25

African American 59 (89) 63 (95) 55 (87) . . .

European American 7 (11) 3 (5) 8 (13) . . .

Veteran, n (%)c 11 (17) 12 (19) 11 (19) .97

Education, y (SD)d 11.7 (1.6) 12.2 (1.8) 12.4 (1.8) .22

Longest full-time job, mo (SD)e 51.6 (46.3) 53.5 (40.9) 65.9 (69.6) .76

Note. NH = no housing; NACH = non-abstinence-contingent housing; ACH = abstinence-contingent housing.
aP values based on χ2 test (df=2) for categorical measures and on Kruskal–Wallis test for continuous measures. P tests were 2-tailed.
bOne NACH participant had missing data for age.
c Ten participants (3 NH, 3 NACH, 4 ACH) had missing data for veteran status.
dFour participants (2 NH, 2 NACH) had missing data for years of education.
eEighteen participants (5 NH, 9 NACH, 4 ACH) had missing data for longest employment period.

(months 3 through 6; work therapy and after-
care group meetings), and phase 3 (months 7
through 12; aftercare). Our manual-based
cognitive–behavioral (CB) day treatment22

was provided to all participants. All partici-
pants were treated during the same types of
group meetings, in the same offices, and by
the same counselors. Day treatment was Mon-
day through Friday, from 7:45 AM to 2:00 PM,
and included lunch, transportation to and
from housing, individual counseling, and
psychoeducational and therapy groups.

During the study period, urine testing was
conducted for cocaine, marijuana, and alcohol
use. Specimens were obtained from randomly
selected participants twice weekly during
phases 1 and 2 and once weekly during
phase 3. During phase 1, ACH participants
received rent-free housing after 2 consecutive
drug-negative urine tests. NACH participants
received rent-free housing in similar buildings
in a different neighborhood after 2 consecu-
tive urine tests, regardless of test results. In
1997 (midstudy) the ACH and NACH groups
switched housing units with one another to
balance any housing or neighborhood influ-
ences. NH participants received no program-
provided housing.

For ACH participants, a drug-positive urine
test resulted in immediate removal from hous-
ing to a shelter. Abstinence was considered

reestablished with 2 consecutive drug-negative
tests, after which ACH participants were im-
mediately moved back to program housing.
NACH participants remained in housing as
long as they gave scheduled urine specimens,
regardless of results. Exceptions occurred be-
cause of severe misbehavior at housing sites
(e.g., damaging apartments, on-premise drug
use, having overnight guests). Such behavior,
which was observed in only 22 participants,
was grounds for immediate housing restric-
tion for both ACH and NACH participants
for 1 week, during which the participant was
placed in a shelter.

During phase 2, ACH and NACH partici-
pants were charged a monthly rent of
$161.00; participants earned rent money
through work therapy or other employment.
Neither ACH nor NACH participants were re-
moved from housing for not paying rent. All
participants were offered work therapy at a
minimum wage of $5.25 per hour. Continua-
tion of work therapy was not contingent on
abstinence, but the housing contingency re-
mained in place for ACH participants.

During phase 3, ACH and NACH partici-
pants could remain in program housing if
housing slots were available, but no absti-
nence contingency was imposed for any of
the participants. All groups were offered af-
tercare group meetings once weekly for 6

months, with individual counseling provided
as needed.

Outcome Measures
Participants were assessed by interviewers

not aware of the participants’ treatment group
at baseline and 2, 6, and 12 months after
baseline. Participants were given backpacks
containing personal hygiene items after base-
line assessment and were paid $25 for each
completed follow-up assessment. A nonpar-
ticipant “tracker” was tasked with locating
participants and transporting them to the
follow-up assessments. The tracker was paid
$25 for each completed follow-up assessment.

Drug testing was conducted with the
OnTrak TesTstik (Roche Diagnostic Systems,
Somerville, NJ). To encourage compliance,
clients were paid $3 per specimen during
months 5 through 10 and $5 per specimen
during months 11 and 12 for 4 randomly se-
lected specimens out of the 8 scheduled uri-
nalysis tests. If a urinalysis result was incon-
clusive, the original specimen was tested 1 or
2 more times, and the 2 most consistent re-
sults determined the data point. Urinalysis
test results were used to implement the hous-
ing contingencies and to construct 2 drug
use–dependent variables: (1) the proportion
of participants, by group, whose urine tests all
were drug-negative each week, and (2) the
longest string of consecutive weeks of absti-
nence attained by each participant. Data from
specimens obtained at follow-up are not re-
ported here.

Homelessness and employment were mea-
sured with the Retrospective Interview for
Housing, Employment, and Treatment His-
tory completed by each participant.27 Days
employed was the number of days the partici-
pant was fully employed (i.e., worked at least
7 hours per day) the last 60 days. Homeless-
ness was measured by number of days
housed during the past 60 days.

Treatment Attendance and Study
Retention

Treatment attendance was recorded in a
counselor-verified daily service log in 15-
minute increments. A complete treatment day
was defined as participation in 10 or more in-
crements per day during phase 1 and in 4 or
more increments per day during phase 2.
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Note. ACH = abstinence-contingent housing; NACH = non-abstinence-contingent housing; NH = no housing.

FIGURE 1—Weekly prevalence of abstinence among participants during treatment and
aftercare.

Study retention was measured by number of
follow-up assessments completed.

Analysis
We employed an intention-to-treat analysis

for the drug abstinence, housing, and employ-
ment outcomes, meaning that, in our analysis,
we included all people for whom baseline
data was available, regardless of each per-
son’s participation in treatment. Some of the
scheduled urine tests were missed by partici-
pants. To determine whether different coding
schemes for the missed tests would produce
different substantive conclusions, we con-
ducted 3 types of analyses: (1) assuming miss-
ing data were drug-positive, (2) treating miss-
ing data as missing, and (3) carrying forward
the previous observation. Although absti-
nence prevalence—the proportion of partici-
pants who were abstinent—differed across
these approaches, the substantive conclusions
were consistent. Thus, we report results ob-
tained by the standard approach of treating
missing data as drug-positive, with the excep-
tion that data missing for administrative rea-
sons (test scheduled but not conducted owing
to computer problems, daily test schedule re-
ceived too late, tests scheduled on clinic holi-
days) were treated as randomly missing. Too
few urine specimens were collected for analy-
sis beyond month 6.

For our estimate of weekly abstinence
prevalence, we used generalized estimating
equation (GEE) extensions of generalized lin-
ear models to assess differences between
housing groups and to determine whether
group differences in abstinence were modi-
fied by treatment attendance.28 We used an
initial model to estimate abstinence as a func-
tion of housing group and study phase. We
used Wald tests based on Liang and Zeger’s
procedure28 to test for group differences
across each phase. We used a second model
to estimate abstinence as a function of hous-
ing group, study phase, and treatment atten-
dance. To estimate consecutive weeks of ab-
stinence, we used an analysis-of-variance
model to test for differences between housing
groups, with and without control for treat-
ment attendance.

We used Wilcoxon rank sum tests to as-
sess group differences in days housed and
days employed. Changes in days housed and

days employed from baseline to 6 months
and from baseline to 12 months were ana-
lyzed by treatment group and overall with
paired t tests.

RESULTS

Abstinence Outcomes
Figure 1 shows the abstinence prevalence

for weeks 1 through 24; it also shows a clear
separation between the ACH/NACH groups
and the NH group, with the former showing
consistently higher abstinence prevalence
than the latter. Among the housed groups,
ACH participants had higher abstinence prev-
alence than NACH participants during 22 of
the 24 weeks, but this difference was small
and not statistically significant. Table 2 shows
the statistical results of the GEE model: dur-
ing both phase 1 and phase 2, the ACH and
NACH groups had significantly higher absti-
nence levels than the NH group, whereas the
ACH and NACH groups did not differ from
one another.

Because a string of consecutive weeks of
abstinence could include the treatment phase
transition, phase was not included as a factor
in the analyses. Mean (SD) consecutive weeks
of abstinence (out of a possible 24 weeks) for
the NH, NACH, and ACH groups were 4.48

(4.98), 6.60 (6.32), and 8.32 (6.79), respec-
tively. Analysis of variance showed an overall
group effect (P=.0020), with strong evidence
of a difference between the NH and ACH
groups (P=.0004), but no evidence of a dif-
ference between the NH and NACH groups
(P=.058) or between the NACH and ACH
groups (P=.091).

On the basis of previous experience,29,30

we defined participants who completed 20
or more treatment days during a single
phase as high attenders for that phase. Par-
ticipants who had fewer than 20 treatment
days during a phase were defined as low at-
tenders for that phase. During phase 1,
mean (SD) days attended for the NH,
NACH, and ACH groups were 18.3 (12.2),
26.7 (9.3), and 24.9 (11.5), respectively,
with strong evidence of differences between
the NH group and the NACH group (P <
.0001) and the NH group and the ACH
group (P = .0010) but no evidence of differ-
ence between the NACH group and the
ACH group (P = .35). After summation
across both phases, mean (SD) days attended
for the NH, NACH, and ACH groups were
32.0 (28.4), 56.6 (29.9), and 50.1 (29.1),
respectively, with strong evidence of a differ-
ence between the NH group and the NACH
group (P < .0001) and the NH group and the
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TABLE 2—Proportion (SE) of Participants Who Were Abstinent During Phases 1 and 2 of
Treatment: Results of Generalized Estimating Equation Model

Prevalence Within Attendance Group (SE)

Abstinence Prevalence (SE)a Low Attendersb High Attendersc

Phase 1 Phase 2 Phase 1 Phase 2 Phase 1 Phase 2

NH 0.41 (0.044) 0.18 (0.036) 0.25 (0.038) 0.08 (0.016) 0.56 (0.053) 0.25 (0.038)

NACH 0.60 (0.038) 0.40 (0.043) 0.42 (0.066) 0.21 (0.038) 0.64 (0.035) 0.51 (0.048)

ACH 0.69 (0.045) 0.46 (0.046) 0.45 (0.063) 0.29 (0.048) 0.82 (0.029) 0.60 (0.047)

Note. NH = no housing; NACH = non-abstinence-contingent housing; ACH = abstinence-contingent housing.
aPhase 1 Wald tests showed an overall treatment effect (P < .0001), with pairwise differences between the NH and ACH
groups (P < .0001) and the NH and NACH groups (P = .0015) but no evidence of a difference between the NACH group and
the ACH group (P = .17). The results for phase 2 also showed an overall treatment effect (P = .0001), with pairwise differences
between the NH and ACH groups (P < .0001) and the NH and NACH groups (P = .0003) but no evidence of a difference
between the NACH group and the ACH group (P = .29).
bAmong low attenders, phase 1 Wald tests showed an overall treatment effect (P = .010), with pairwise differences between
the NH and ACH groups (P = .0080) and the NH and NACH groups (P = .032) but no evidence of a difference between the
NACH group and the ACH group (P = .69). The results for phase 2 also showed an overall treatment effect (P = .0009), with
pairwise differences between the NH and ACH groups (P = .0007) and the NH and NACH groups (P = .010) but no evidence of
a difference between the NACH group and the ACH group (P = .21).
cAmong high attenders, phase 1 Wald tests showed an overall treatment effect (P = .0005), with pairwise differences between
the NH and ACH groups (P = .0004) and the ACH and NACH groups (P = .0011) but no evidence of a difference between the
NACH group and the NH group (P = .26). The results for phase 2 also showed an overall treatment effect (P = .010), with
pairwise differences between the NH and ACH groups (P = .0024) and the NH and NACH groups (P = .0011) but no evidence
of a difference between the NACH group and the ACH group (P = .19).

ACH group (P = .0005), but no evidence of
a difference between the NACH group and
the ACH group (P = .21).

We used a second GEE model to examine
the abstinence prevalence as a function of
housing group, phase, and attendance. As
shown in Table 2, attendance modified the
housing group effect. In both phase 1 and
phase 2, low attenders in the ACH and
NACH groups had greater abstinence than
low attenders in the NH group, with no evi-
dence of a difference between NACH and
ACH low attenders. Among high attenders,
the phase 1 data showed a clear trend for
higher abstinence prevalence in the ACH
group, followed by the NACH group, with the
lowest abstinence again in the NH group. The
phase 2 results for high attenders were com-
parable to the results for low attenders, but
the point estimates suggested greater differ-
ence between ACH and NACH high atten-
ders than was observed between ACH and
NACH low attenders.

Results for consecutive weeks of absti-
nence differed somewhat from results for ab-
stinence prevalence. To assess the effect of
attendance on the relationship between hous-
ing group and sustained abstinence, we fit a

series of linear models with an ordinal mea-
sure of attendance that included treatment
days in both phases. Participants were classi-
fied as low attenders if their attendance was
low during both phase 1 and phase 2, as in-
termediate attenders if their attendance was
low during one phase and high during the
other, and as high attenders if their atten-
dance was high during both phases. A model
including housing group, attendance, and an
interaction term showed no evidence of ef-
fect modification (P= .34 for the interaction).
A model without the interaction term
showed that attendance acted as an interven-
ing variable for the housing group effect.
This analysis provided strong evidence of an
overall housing group effect after adjustment
for attendance (P= .0080) and an effect of
attendance on abstinence (P< .0001). The
mean adjusted consecutive weeks of absti-
nence for the NH, NACH, and ACH groups
were 5.28, 4.68, and 7.32, respectively, with
evidence of a difference between the ACH
group and the NH group (P= .024) and be-
tween the ACH group and the NACH groups
(P= .0031), but no evidence of a difference
between the NACH group and the NH group
(P= .51).

As previous studies of homelessness have
observed,21,22 our participants missed sched-
uled urine tests for administrative and other
reasons. Data missing for administrative rea-
sons were comparable across groups, ranging
from 17% to 21% in phase 1 and from 8% to
11% in phase 2. Data missing for other rea-
sons differed across groups and increased
throughout the study, with phase 1 missing
rates of 43%, 21%, and 14% and phase 2
missing rates of 67%, 43%, and 35% for the
NH, ACH, and NACH groups, respectively. Al-
though these rates are less than ideal for study
purposes, sensitivity analyses indicated that
our results are robust across all approaches to
handling the missing data (data not shown).

Homelessness Outcomes
Results for days housed are shown in

Figure 2 and provide strong evidence of
within-group housing changes from base-
line to 12 months for all groups (P < .0001)
and for each group (ACH, P < .0014; NACH,
P<.0006; NH, P<.021). No significant
within-group differences from baseline to 6
months were found for any group, and the
groups did not differ significantly from each
other at any time point.

Employment Outcomes
Results for days employed are shown in

Figure 3 and provide strong evidence of
within-group employment changes from base-
line to 6 months and from baseline to 12
months for all groups combined (both P<
.0001). No evidence of significant differences
between the groups was found at any time
point. Separate analyses within each group
from baseline to 6 months showed significant
differences for 2 of the 3 groups (ACH, P =
.28; NACH, P <.0001; NH, P =.052). Sepa-
rate group analyses from baseline to 12
months showed significant employment
changes for all groups (ACH, P =.0014;
NACH, P =.0006; NH, P =.021).

Retention During Follow-Up Assessments
The percentage of follow-up assessments

completed did not differ between the 2
housed groups, but more participants were re-
tained in the housed groups than in the NH
group: 66.7% for ACH, 62.7% for NACH,
and 42.4% for NH (χ2=8.19; df=2; P=.017).
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FIGURE 2—Mean days housed at baseline and at 3 follow-up assessments.
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FIGURE 3—Mean days employed at baseline and at 3 follow-up assessments.

Gender-Specific Effects
In exploratory analyses, we examined the

relationship of gender to the outcomes of
housing, employment, and abstinence. We
found no evidence that gender acted as an ef-
fect modifier or a confounder in the relation-
ship of treatment with any of the 3 outcomes.

DISCUSSION

Greater abstinence and attendance in the
housed groups compared with the nonhoused
group, for both abstinence variables (preva-
lence and continuous weeks of abstinence),
supports our first hypothesis regarding the im-

portant role of housing in treatment of home-
less substance abusers. The positive effects of
housing were maintained after control for the
contribution of attendance to abstinence.

The results related to our second hypothe-
sis, that abstinence-contingent housing would
improve outcomes more than non–abstinence-
contingent housing, were more ambiguous.
The ACH group had a consistently higher ab-
stinence prevalence than the NACH group
during the 24-week study period; this differ-
ence was not statistically significant but may
be clinically important. However, by the more
rigorous measure of consecutive weeks of ab-
stinence, the ACH group was significantly
more successful in maintaining abstinence
than the NH group, whereas the NACH
group was not more successful than the NH
group. Moreover, for both abstinence vari-
ables, the ACH group’s abstinence levels were
clearly superior to those of the NACH group
after control for attendance, especially among
high attenders early in treatment. Employ-
ment and housing outcomes were similar to
those seen in our previous study, which also
showed gains from baseline to 12 months
with no differences between groups.32

The consistent trend of higher weekly ab-
stinence prevalence in the ACH group com-
pared with the NACH group and the signifi-
cantly higher weekly abstinence prevalence
among high attenders in the ACH group com-
pared with the NH group (but not in the
NACH group vs the NH group) all are consis-
tent with our second hypothesis and support
the clinical and administrative value of pro-
viding abstinence-contingent housing during
drug treatment. In a previous study we con-
ducted,31 ACH and NACH participants
shared an apartment complex, a situation that
resulted in clinical and management difficul-
ties. In that study, several homeless clients
assigned to ACH refused the free housing
(a response previously unobserved in more
than a decade of work with homeless sub-
stance abusers), stating that they were not yet
“strong enough” to resist using drugs while
fellow NACH clients used them regularly. Ad-
ditionally, Birmingham Health Care incurred
property losses owing to actions of NACH
participants, and some NACH clients experi-
enced incidents of being robbed and other
crimes.
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In our previous studies,21,22 abstinence
among the housed group was clearly superior,
but the provision of housing and the absti-
nence contingency were confounded for the
housed group. Those studies and the current
study suggest that provision of abstinence-
contingent housing may both support higher
abstinence and be easier to manage. Thus,
available evidence supports serious considera-
tion by public agencies serving homeless sub-
stance abusers of a policy to require absti-
nence-contingent housing during drug
treatment.

Unlike previous studies,21,22 participants in
the ACH and NACH groups in the current
study could work and earn a stipend when
they were not abstinent, and ACH partici-
pants could use their earnings to purchase
other housing while barred from program-
provided housing because of nonabstinence.
This ability to access and use funds for sec-
ondary when a person was between absti-
nence and access to treatment program activi-
ties may have weakened abstinence support
by weakening the effect of the abstinence
contingency on housing allowance, especially
during months 3 through 6, relative to the
earlier studies.

This trial’s demonstration of the positive ef-
fect of housing, with or without an abstinence
requirement, could be interpreted as favoring
arguments for minimal or no barriers to hous-
ing entry during the rehabilitation of home-
less persons. However, observed benefits ac-
crued among persons who consented to
participate in an addiction treatment trial, so
it is unknown whether housing would confer
similar benefits on addicted persons uninter-
ested in treatment.

The current study is part of a series in-
tended to examine the impact of applying con-
tingency management (CM) interventions to
substance use disorders. In a comparison of
CM and CB treatment in polydrug abusers,
Rawson and colleagues33 found that whereas
CM interventions produced better short-term
outcomes, CB treatment produced better long-
term outcomes. However, when Higgins and
colleagues34 conducted a trial that compared
voucher reinforcements that were contingent
or not contingent on abstinence, in a popula-
tion with less severe addiction and rehabilita-
tion problems than the current study, they

observed greater abstinence at 15 months’
follow-up in the abstinence-contingent
voucher group than in the non–contingent
abstinence voucher group. Maude-Griffin and
colleagues35 also observed treatment differ-
ences for cocaine-dependent outpatients at
long-term follow-up after day treatment.
These treatment successes using CM suggest
that long-term abstinence may be obtainable
in cocaine dependence treatment with behav-
iorally based procedures. However, no study
with a cocaine-dependent homeless popula-
tion has yet shown persistent abstinence gains
beyond 6 months.

The most important limitation of this study
concerns the missing data. We were unable to
obtain sufficient assessments of abstinence
beyond 6 months, and many scheduled urine
tests during months 1 through 6 were missed
by participants. High rates of missing data are
a significant concern. However, 3 conven-
tional analytic approaches for dealing with
missing data yielded consistent results in
group comparisons. Furthermore, we reported
the results with the most conservative of the
procedures (coding missed tests as drug-
positive), an approach that underestimates
actual abstinence for all groups. Finally, miss-
ing data and less-than-ideal analytic proce-
dures for missing data were not unique to this
study but are chronic problems in the sub-
stance abuse treatment field. Better methods
for addressing these concerns would have im-
proved this study, just as they would improve
all such studies.

Provision of housing during day treatment
of homeless substance abusers was associated
with greater drug abstinence. This study has
clear implications for treatment and housing
of homeless substance abusers.
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